Background: In Australia, temporary visa holders are ineligible for Medicare and subsidised
Introduction
In Western Australia (WA), there has been a steady rise of HIV diagnoses in women and heterosexual men, against the previous trend of risk and transmission in men who have sex with other men. 1 This emerging trend reflects population mobility driven by international travel and work opportunities, and it is estimated that there are over 90 million people working outside their countries of origin. 2 In
December 2010, there were just over one million temporary entrants in Australia, excluding an estimated half a million New Zealanders, made up of students, tourists and business visitors. One hundred thousand were guest workers as Business Long Stay visa (subclass 457) holders, 11 000 were from sub-Saharan Africa and of these people 30% were settled in WA. 3 In WA, there is increasing reliance on guest workers to support the resource industry labour market, largely structured around workers who live in a major regional centre, usually Perth, but work in remote areas (fly in-fly out workers or FIFO). One-quarter of ~21 000 457 visa holders in WA worked in the mining, construction and manufacturing industries in comparison with other states, where most were working in the health sector. 3 Successful application for permanent residency is contingent on satisfying the Health Requirement 4 under the 1958 Migration Act. This includes an assessment of the likely impact of the health of the applicant on Australian health resources. People diagnosed with HIV are not able to meet this requirement, which the Australian Government can waive at its discretion; however, the process is unclear and the outcome not assured. The Migration Regulations 1994 also accommodate a provision for a 'skilled health waiver' for suitably qualified applicants and employers. An important issue for those on temporary visas is the lack of Medicare cover, which, for residents with HIV infection, covers the cost of expensive antiretroviral drugs (ARVs). No generic ARVs are available for prescription in Australia because of international trade restrictions, 5 but a limited range of generic formulations may be purchased from internet suppliers and legally imported. In order to establish the health care needs of these individuals and the wider implications for health care delivery, we sought to: (1) understand the impact of HIV diagnosis on visa holders and the broader implications that temporary resident status has for them and their families; and (2) describe the experiences and outcomes of antiretroviral therapy (ART) in those without Medicare access.
Methods
The study was conducted in the Royal Perth Hospital Immunology Outpatient clinic between April 2010 and August 2011. The Western Australian HIV Cohort includes 700 adults and, at the time of the study, ~10% held temporary visas and were therefore ineligible to receive Medicare benefits.
Patients were invited to participate by the nurse researcher or the clinic nurse if they had been ineligible for Medicare at some stage; this status was determined from case notes on their attendance at the clinic. A qualitative research design was used to gather data from interviews, and was triangulated with case notes, results of investigations and the self-report Adult AIDS Clinical Trial
Group adherence instruments and a side-effect questionnaire. 6, 7 Written informed consent was obtained at the time of the interview, which was arranged by appointment some time after the invitation to participate. on topics and themes from a previous study including impact of HIV, treatment and stigma, 8 and established cross-cultural approaches. 9 Patients were encouraged to speak freely about issues important to them.
Data analysis
Transcripts from interviews were imported into NVivo 8 (QSR International Pty Ltd) for analysis by the first author, cross-checking of interpretation and analysis was carried out by the second author.
Sociodemographic, clinical and side-effect information were entered into Excel and standard descriptive summaries used to characterise the data.
Results

Sociodemographic data
Interviews were conducted with 22 consecutive participants (10 women) fulfilling the study criteria. At the time of the study, 19 patients had prior treatment with ART via compassionate access or generic formulation (Table 2) 
Interview data
ARVs, attitudes and access
Impact of HIV
The immediate reaction to diagnosis was distress: fear of death and fear of having infected others unknowingly. In addition, people feared deportation, which, in turn, had influenced willingness to be tested in the small number who suspected they were HIV-positive. One man on a 457 visa returned to 
Confidentiality
Disclosure to family and friends
The impact of HIV was moderated by individual and situational characteristics of the participants. 
Discussion
This is the first study to describe the experience and clinical outcomes of overseas-born, temporary visa holders with HIV infection in WA. The data gathered in this study illustrates that for people seeking to work or reside in Australia, a positive HIV test has wide-ranging implications, including aspects that can shape the futures of people affected and their families. Once diagnosis is established, declaration of HIV serostatus is mandatory for renewal of a 457 visa. Inability to meet the Health Requirement limits access to permanent residency, which might have otherwise been met by other attributes or those of spouses. Furthermore, Medicare ineligibility precludes temporary visa holders from accessing the same subsidised patented ARVs as Australian citizens. In this study, diagnosis made during visa screening in countries of origin also had implications for the interviewees, since they feared being exposed as infected in their own communities if the visa application was refusedwhich they believed was automatic.
Treatment with current ARVs can prevent HIV transmission, disease progression and death from AIDS. 10, 11 However, an individual must avoid missing doses and persist continuously to prevent virological failure. 12 Therefore, the clinical imperative is to ensure consistent access to potent drugs, and effective medical and psychological support. A major finding, in contrast with that of studies by Körner, [13] [14] [15] was that temporary visa holders diagnosed with HIV in WA engaged with the WA health system, in spite of their lack of citizens' rights, via a simple chain of clinical care delivery from MHS screening to Specialist Tertiary HIV Services. They were also able to negotiate access to most commonly used generic ARVs. The participants' strong motivation to take ART -independent of their HIV clinical status -and their efficacy in executing the regimen overcame two potential barriers to adherence: (i) access to ART and, (ii) an interrupted supply. The immediate emotional impact of HIV was moderated by the context in which the news was received, and timely post-test discussion attenuated distress with reassurance and education. Eligibility criteria for a long stay business or student visa require recipients to be proficient in English -although these skills may only apply to the primary visa holder and not to their spouses. Language proficiency may increase a person's capacity to act autonomously, access information and manage medication, and may be another point of difference between temporary visa holders, asylees and refugees. Indeed, health literacy and numeracy may have contributed to the successful medication adherence and persistence seen in this group, together with clinic protocols for adherence monitoring and counselling. 16, 17 Only one of the participants expressed concern that generic drugs might not be effective, since he was not experiencing the side-effects that he had when taking a patented combination. This is in contrast with a recent study by Bulsara and colleagues, 18 who found that Western Australians were suspicious of foreign generic manufacturers and sceptical about generic drug bioequivalence. However, it was evident from the interview and self-report questionnaires that ARVs were believed to be effective.
Lemoh et al. 19 reported delayed diagnosis in half of the 20 African-Australian participants in their study, and clinical and virological failure in seven and five respectively. Arguably, in our setting, health screening identified asymptomatic HIV infection and prevented morbidity from delayed diagnosis. However, interviewees were concerned with threats to future health and longevity, since their HIV-positive status could prejudice applications for residency and necessitate a return to their countries of origin, where, despite the global scaling up of treatment availability, especially in South Africa, coverage remains patchy. In South-east Asia and Africa, corruption, the cost of drugs, low wages and local turmoil can result in an interrupted supply of ARVs. 20, 21 The participants in this study also pointed out that even if they had access to drugs, these would be limited to first-line treatments and should side-effects occur, then options would become limited.
In addition to the impact of HIV status on work visa and residency applications, perceptions of stigma, social and spiritual support moderated the experience of HIV. A number described how they drew comfort from spiritual sources, and most of the patients had current and sometimes frequent contact with family members in other countries; however few had disclosed their HIV status to their families. The reasons for this appear, in part, to concur with Körner's study, 19 which refers to the collectivist attributes of nonAnglo-Celtic cultures that emphasise the interdependence of families, for example, the desire to avoid causing the family distress from the burden of illness and the association with 'immoral' behaviour. Furthermore, patients perceived stigma stemming from their personal vicarious experience of HIV disease in their countries of origin. The stigma they felt, for the most part, did not diminish over time as might be expected. 22 Some described an irrational fear of transmitting HIV, which may be a psychological response to internalised stigma. 23 The support received from the clinic staff was highly valued, but some participants were unsure about whether they would be viewed so compassionately by 'ordinary' Australians, their workmates or people of similar ethnic backgrounds outside the health system. Given the current laws and public dialogue around visas and immigration, their concerns are hard to dismiss. 24 These led them to exercise vigilance around their need for confidentiality and made them reluctant to access other health services. Despite this, some resilient attitudes reflected personal characteristics associated with recovery from stressful events, which have been reported in survivors of difficult circumstances. 25, 26 Additionally, strong support was drawn from spiritual sources and life partners. The HIV-positive gay men also had access to an 'alternative' community, 15 potentially allowing them an identity free of family ties. However, their biological families' reactions to their sexuality and the circumstance of being gay and HIV-positive was another source of stigma.
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Limitations and conclusions
The characteristics of the people in this study reflect the requirements of the visas that they hold.
Therefore, the findings cannot be generalised to refugees, none of whom were recruited into this study. However, the interview material and triangulation with the clinical outcome data provide sound observations. Furthermore, the sample reflects the expanding Western Australian epidemic -10% of the cohort at Royal Perth Hospital, in people born overseas and temporary visa holders from high prevalence regions -which has implications for service delivery across the state. 28 In particular, there has been a shift in the type of services and support that is required as a consequence of this epidemiological pattern. For example, there are increased issues around pregnancy and serodiscordancy. In addition to standard HIV care, visa holders seek support for visa continuations and residency applications from outpatient services. Awareness over the perceived cost to the Australian community, which will have a bearing on their applications, appears to limit how and what health services are accessed. In theory, patients may actively avoid those from their own cultural communities because of confidentiality concerns. High visibility as 'foreigners' heightens anxiety about potential discrimination from Australians outside the health system. At a policy level, efforts to ensure the human rights of people living with HIV are respected and protected should be reinforced by continued research to ensure that individuals' voices are heard.
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